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ናይ መጀመርታ ምርመራ ዕለት  (ወወ/ዕዕ/ዓዓዓዓ) Initial Screening Date (mm/dd/yyyy):  ___________________                                                                

ናይ መጨረሽታ ምርመራ ዕለት (ወወ/ዕዕ/ዓዓዓዓ)Final Screening Date (mm/dd/yyyy): ____________________                                                                                            

 

ናይ ስደተኛታት ናይ ምርመራ ጥዕና ጽሟቕ ሓሳብ  

Refugee Health Assessment Summary- Tigrinya  

ጸብጻብ ህዝባዊ ሓበሬታ/ DEMOGRAPHICS 
ሽም  (ናይ ኣባሓጎ፣ ናትካ፣ ናይ ኣቦ) (Name (Last, Middle, First)) ጾታ: 

 ተባዕታይ (Male)      ኣንስተይቲ (Female) 
ናይ ስደተኛ ቁጽሪ (Alien #) 

ዕለት ልደት (ወወ/ዕዕ/ዓዓዓዓ) 

(DOB (mm/dd/yyyy)) 
ኣድራሻ (Address) ናይ ስፖንሰር ሽምን ቁጽሪ ተሌፎንን 

(Sponsor Name & Phone #) 
ናይ ኣማሓዳሪ ጉዳይ ሽምን 
ቁጽሪ ተሌፎንን 
(Case Manager Name & Phone #) 
 
 

ናይ ምርመራ ጥዕና ወኪል 
(Health Screening Agency) 
 

ናይ ዳግም ምስፋር/ፈቓደኛ ወኪል 

(Resettlement Agency) 
ናይ ዩ ኤስ ዝኣተኻሉ 
ዕለት (Date of Arrival in 
US) 
 

ዝተወለድካሉ ሃገር 
(Country of Birth) 

ናይ ምርመራ ሓኪም/ነርስ 
(Screening Physician/Nurse) 

ውጽኢታት ምርመራ/ ASSESSMENT FINDINGS 
ውጽኢት (Diagnosis):   ናይ ስደተኛ ናይ ጥዕና ምርመራ ተማሊኡ  (Refugee Assessment Completed)   

 ውጽኢት ልማዳዊ ዘይኮነ ምርመራ ወይ ናይ ጥዕና ታሪኽ (ኣብ ታሕቲ ዘሎ መልእኽታት ተመልከት)  (Abnormal exam or history)  ጥንሲ (Pregnancy) 
 ቀልቀል/ኦቫ ወይ ፓራሳይት እንተሎ ብሰሮሎጂ ተመርሚሩ  (Stool/Serology tested positive for ova or parasites)                                           
 ናይ ነባሪ ቲቢ ሕክምና   (Latent Tuberculosis Treatment)            ቲቢ   (Tuberculosis)             ካልእ _________  (Other)             

ትእዛዝ ላቦራቶሪ (Labs Ordered):     ናይ ኦን ፒን ቀልቀል (Stool for O&P)      ስፒዩተም  (Sputum)      ናይ ኣፍ ልቢ ራጂ  (Chest X-ray) 

  ናይ ክትባት ታይተር   (Immunization titers)    ሙሉእ ዓቐን ደም (ሲ ቢ ሲ) ምስ ፍልልዩ (Complete Blood Count)   ናይ ደም መጠን ለድ (Blood Lead Level           

  ምርመራ ዕዮ ጸላም ከብዲ (ኤል ኤፍ ቲ)  (Liver Function Test LFT)   ናይ ኤች ኣይ ቪ ምርመራ  (HIV Test)     ሄፐታይተስ ቢ ኣንቲጀን  (Hepatitis B Antigen) 

  ስፊሊስ (ኣር ፒ ኣር)  (Syphillis)          ጎኖሪያ/ክለሚድያ  (Gonorrhea/Chyamydia)                                                                                                                                                                    

ውጽኢታት ላቦራቶሪ  (ናይ ጥዕና ምርመራ ወረቐት ተመልከት) (Lab Results):     

ናይ ጥዕና ምርመራ ወረቐት ኣታሓሂዝካዮ?   (Health Assessment Form Attached?)          እወ   (Yes)              ኣይፋል    (No)              

ዝተዋህቡ ክትባታት: (Immunizations administered):     ኤም ኤም ኣር  (MMR)      ቫሪሰላ  (Varicella)      ሄፐታይተስ ቢ (Hepatitis B)     

  ዲ ቲ ኤይ ፒ/ቲ ዲ ኤይ ፒ/ቲ ዲ (DTaP/Tdap/Td   ኢንፍሉወንዛ  (influenza)    ትዊንሪክስ (ሄፐታይተስ ኤይን ቢን)  (Twinrix)         ካልእ ________   (Other)                                                                                       

ናይ ክትባት ታይተር—ናይ ዝስዕቡ ክትባት ዘለዎ:   (Immunization Titers—Immune to:) 

 ሚዝልስ (Measles)      ማምፕስ  (Mumps)     ሩበላ  (Rubella)      ቫሪሰላ  (Varicella)     ሄፐታይተስ ቢ  (Hepatitis B)     ሄፐታይተስ ሲ (Hepatitis C) 

ናብ ካልእ ኣካል ምትሕልላፍ/ REFERRALS 
ናብ ዝስዕቡ ተማሓሊፍካ ኣለኻ:  (You have been referred to):   ሓኪም ስኒ   (Dentist)    ዳብልዩ ኣይ ሲ/ክኢላ ኣመጋግባ  (WIC/Nutritionist)     ኦፕቶሜትሪስት  (Optometrist)     

 ተወሳኺ ሓልዮት ሕክምና ንኽወሃበካ ናብ ወሃቢ ቀዳማዊ ሓልዮት (Primary Care Provider for further medical care)   ኦ ቢ/ጂ ዋይ ኤን (OB/GYM) 

  ተወሳኺ ምርመራ/ወይ መድሃኒት ንምጅማር ዝኸውን ውጥን ኤል ኤች ዲ ቲ ቢ (ናይ ኤል ኤች ዲ/ካልእ ዝተሓላለፉሉ ማእከል: ________________)                                      

   (LHD TB Program for further evaluation/start medication) (LHD/other referral center: ________________) 

  ክኢላ ናይ ______________      (Specialist for)         ካልእ ____________________  (Other)           ምንም  (None) 

ኣብ ውሽጢ  ________ ን __________________________________________ ዝኸውን ተኸታታሊ ቆጸራ ከድልየካ እዩ። 
                             (ውሱን ግዜ ሓብር)                                                                           (ውሱን ምኽንያት ሓብር) 

You will need a follow-up appointment within ________ for __________________________________________. 

መድሃኒት/ MEDICATIONS 

መድሃኒታት ተኣዚዞም?  (Medications prescribed?)      እወ (Yes)           ኣይፋል (No)       

በጃኻ ኣስማት መድሃኒታትን ዝተኣዘዙሉ ምኽንያትን ዘርዝር  (Please list names of medications and reason prescribed): 

 _________________________________________________________________________________________________________________________ 

መድሃኒታት ኣገባብ ኤም ሲ ኦ ከምዝከታተሉ ተፈቲሾም?   (Medications checked against MCO formulary?)      እወ (Yes)      ኣይፋል  (No)      
ቀጻሊ ስጉምቲ/ NEXT STEPS 

 ምስ ሓኪምካ ቆጸራ ንምሓዝ ናብ ኣብ ናይ ውሕስና ካርድ ዘላ ቁጽሪ ደውል። 
   (Call the number on your insurance card to schedule an appointment with your doctor.) 

 ቀጻሊ ቆጸራኻ ብዕለት ___________ (ዕለት/ሰዓት) ን __________________ (ምኽንያት) እዩ።   

      (Your next appointment is on ___________ (date/time) for __________________ (purpose).) 

 ብዛዕባ ናይ ስደተኛ ምርመራ ጥዕናኻ ዝኾኑ ሕቶታት ወይ ዘተሓሳስቡ ነገራት እንተለዉኻ ናብ __________________ ደውል።       

       (Call __________________ if you have any questions or concerns about your refugee health assessment.)       

 መድሃኒት ብዝተዋሃበካ ትእዛዝ መሰረት ውሰድ።       

      (Take medication as directed.)       

 ናይ ሲ ዲ ሲ ተኸታሊ ናይ ቀልቀል ፓራሳይታት መምርሒ 

       (Recommend stool parasite follow-up per CDC guidelines: http://www.cdc.gov/immigrantrefugeehealth/pdf/intestinal-parasites-domestic.pdf.) 

 ናይዚ ወረቐት ቅዳሕ ንሓኪምካ ወይ ነርስኻ ሃቦም።    

       (Give a copy of this form to your doctor or nurse.)     
መልእኽታት/ NOTES 

___________________________________________________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________________________________________________ 
________________________________               _______________________________________       ____________ 
                  ናይ ወረቐት ዝመልእ ዘሎ ሰብ ሽም      ናይ ወረቐት ዝመልእ ዘሎ ሰብ ክታም             ዕለት 
           Name of person completing the form                                                                  Signature of person completing the form                                                  Date 

 

STATE OF MARYLAND  

DHMH 
  

 
 


